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and a couple of hamostatic stitches put in the ovary. The patient made an uninterrupted recovery.
Cases of rupture of a ha3matoma of the ovary giving rise to such extensive hmemorrhage are sufficiently rare to be worth recording. There was nothing to indicate ectopic gestation, and a section is exhibited.
The Clinical Aspects of Adenomyomata of the Female Pelvic Organs.
By ARCHIBALD DONALD, M.D., Ch.M.
(Professor of Clinical Obstetrics and Gynecology, University of Manchester.) Terminology.-An adenomyoma is, as the name implies, a tumour composed of glandular and muscular elements. The glands are lined by columnar cells and are surrounded by, or rest on, unstriped muscle cells and a stroma of small cells. The microscopical picture closely resembles that of the endometrium. For this reason the name of "endometrioma" has been suggested, but, as that name implies the acceptance of a theory as to the mode of origin of these growths, it seems to me better not to use it. At the same time, there is no doubt that the elements in adenomyomata, in some cases at least, behave like those in the endometrium. In some cases the "cytogenous tissue" takes on a decidual reaction during pregnancy-and in many cases the spaces are filled with altered blood, the result of haemorrhage during the menstrual periods. It seems probable that this causes the acute dysmenorrhcea which is so common a symptom in adenomyomata. Some writers believe that the mass of glandular and muscular tissue found between uterus and rectumadenoma of the rectovaginal space-is the result of inflammation and not a true neoplasm, and have invented such strange terms as "adenomyositis." But even if this view is correct for swellings in that particular place, it does not apply universally. It seems best for the present to keep to the original term of adenomyoma. Further research may enable us to find a more suitable name and one which will embrace the different varieties of the disease.
Sitiutions.-Adenomyomatous growths are not confined to the female pelvic organs. They are found in the intestinal canal and in the umbilicus.
In the pelvis they are found in the uterus, in the round ligament, Fallopian tube, ligament of the ovary, ovary, and rectovaginal space. They may be in only one of these situations, or in more than one, and may even be found in all six simultaneously. It is not possible to state definitely the relative frequency in which they are found in each of the situations noted. At one time it was thought that they were the most common in the uterus and occurred rarely in the ovary. Now it seems fairly probable that the ovary is a frequent, if not the most common, site of these growths; that the pouch of Douglas is also somewhat frequently involved; and that the other structures-including even the uterus (if that is not included in the rectovaginal space)-are less frequently affected.
Infiltrating Ovarian Cysts with Tarry Contents.-In a previous communication (Journal of Obstetrics and Gynaecology of the British Empire, Autumn, 1922) I have remarked on the frequent association of these cysts and adenomyomatous growths in the rectovaginal space. It is a type of cyst long known to all gynaecologists, but its true nature has only recently been discovered. These cysts are situated on the back of the broad ligament, are often bilateral, never attain to a very great size-varying generally from that of a walnut to that of a Jaffa orange. They are nearly always deeply embedded in the broad ligament and adherent to the surrounding structures in the pelvis. They are peculiar in that they possess powers of infiltration or dissection and yet are not truly malignant. They contain somewhat thick, viscid contents of a tarry or chocolate-brown colour. If these tumours are cut in serial sections and carefully examined, adenomyomatous elements are generally found; sometimes the muscular element is missing, but in others the glandular, cytogenous and muscular constituents can plainly be seen.
In a large number of cases they are associated with adenomyomata in the rectovaginal space. They are now recognized as adenomyoma of the ovary, and it seems possible that, in some cases at least, the adenomyomata of the pouch of Douglas are derived from them, just as the warty growths in the peritoneum are caused by the rupture of a papilliferous ovarian cyst.
Cases.-As comparatively few cases of operation for adenomyoma have been so far published in this country, a report of my recent experience may be of interest. The total number of the cases is sixteen. The operations were all performed last year, that is, between January and December, 1922. The number is not sufficiently large to allow of any dogmatic conclusions being drawn with reference to onset, symptoms, &c., but the record of the cases will facilitate comparison with other lists.
Age.--The youngest patient was 23 and the oldest 47. Half of the cases were under 40 and the other half between 40 and 47. None of the patients had reached the menopause.
Social Conditions and Obstetric History.-Two of the patients were single. Of the fourteen married patients, five, or nearly one-third, had never been pregnant. Of the remaining nine, five patients had one or more miscarriages. These figures (for what they are worth) seem to indicate a relationship between adenomyoma and sterility, and abortion.
Symptoms.-The symptoms of which complaint was made were dysmenorrhcra, pain or pressure in the rectum, and dyspareunia. These symptoms occurred in various combinations. Dysmenorrhea was much the commonest symptom; it occurred in thirteen of the cases, if we include one case in which the pain in the rectum was greatly aggravated at the time of the period. Sometimes it occurred before the period began and was generally most acute during the first day or two of the period. In the remaining three cases there is no note of it, but in one of these, pain in both iliac regions and pressure on the rectum was more or less constant. Pain in the rectum was noted in three cases and dyspareunia in four cases. As regards this last symptom, it is probable that no direct questions were asked; otherwise I think the numbers would have been larger. There was complaint of profuse hamorrhage at the periods in seven cases, or nearly half, but there is reason to believe that this is not a symptom of adenomyoma, unless the growth is actually in the uterus, but is generally due to some other co-existing condition of the uterus.
Physical Signs.-These consisted mainly of the following conditions:
(1) Hard or irregular swelling or nodules felt through the posterior fornix.
This condition was present in twelve, or three-quarters of the sixteen cases.
(2) In nine cases there was indefinite resistance at one or both sides of the uterus; and in three of these, definite enlargement of the ovary was made out.
(3) In four cases the uterus was retroposed and its mobility was much limited. Diagnosis.-The disease was diagnosed in almost every case, if not with certainty, at least as a probability, owing to the conditions which have here been noted. Sometimes only one of the signs was discovered; sometimes two in combination. In several cases the history suggested the possibility of adenomyoma: very acute dysmenorrhcea beginning before the onset of the period or during the first day, and especially so if the pain has come on some years after the periods have been established, is always suspicious. Pressure on the rectum is another important symptom, as is also acute dyspareunia. Indefinite resistance at the sides of the uterus is suggestive of adherent, tarry, ovarian cysts. The hard mass at the back of the uterus suggests the rectovaginal adenomyoma. The easiest case for diagnosis is that in which a distinct, hard tender nodule is felt through the posterior fornix. This nodule is generally not much bigger than a pea, and may be smaller-sometimes there is a collection of nodules. The retroposition and limited mobility of the uterus suggest adhesion of the uterus to the rectum.
Conditions found at Operation.-Tarry cysts of one or both ovaries were found in eleven cases (in three cases unilateral, in eight cases bilateral). In one other case, a cystic ovary containing clear fluid was removed, but the pathologist succeeded in finding adenomyomatous tissue. The growths in the pouch of Douglas varied considerably, from a hard mass that stretched from side to side and filled the pouch of Douglas, to a small nodule on the anterior wall of the rectum or posterior wall of the uterus. Where a mass existed, the rectum and posterior aspect of cervix and uterus were involved. In the other cases where only nodules could be found, the rectum was adherent to the lower part of the uterus as high as the internal os and had to be dissected off.
Operations.-The operations in the sixteen cases were as follows: (1) Panhysterectomy or subtotal hysterectomy with dissection of adenomyomatous growth from the pouch of Douglas or rectal wall, twelve cases. (2) Removal of one ovary and dissection of nodules from uterus and rectum, one case.
(3) Removal of fibroid by myomectomy, separation of rectum and dissection of small adenomyoma from the rectal wall, one case. (4) Removal of tarry ovarian cyst, one case. (5) Dissection of rectovaginal growth only, one case.
As will be seen from this table the operations varied very considerably in severity. In twelve of them, however, panhysterectomy or subtotal hysterectomy had to be performed in order to make it possible to dissect out the adenomyomatous growths in the pouch of Douglas. All these cases were difficult, but the difficulty varied according to the size of the growths in the rectovaginal space. There was one death, which followed a very difficult operation in a patient whose pelvis was widely infiltrated with the growth. In three other cases, the rectum was opened and had to be covered by suture. In one of these a rectovaginal fistula persisted for six weeks. In one case all that was required was to separate the adherent rectum from the uterus and dissect out an adenomyoma from the rectal wall. Dissection in this region has to be very carefully performed, as any serious weakening of the rectal wall may lead to subsequent disaster. The remaining three cases were unusualin one there was the removal of a tarry cyst of one ovary, with no other complication: in another, the removal of a fibroid tumour by myomectomy in addition to the removal of a small adenomyoma of the rectovaginal space; and in the remaining case the removal of a clear cyst of one ovary (which the microscope proved to contain adenomyoma) with dissection of some nodules from the rectum. Pathological Reports.-I have pathological reports on every case; the investigations have been made by Dr. Addis, to whom I am much indebted, in the clinical laboratory of St. Mary's Hospital, Manchester. Microscopic evidence of adenomyoma was found in every case except two (Cases XI and XVI, pp. 85, 86) . In Case XI a tarry cyst of the left ovary was removed, but there was no sign of growth elsewhere. The cyst was very adherent, and had to be dug out of the back of the broad ligament, and corresponded in every respect to the tarry cysts in the other cases; but the microscope failed to show the usual glandular structures. Case XVI was more striking. It was a typical case of widespread adenomyomata in the ovaries and pouch of Douglas, but so far the microscope has not confirmed the diagnosis made by the naked eye. The specimen is still being investigated. In the remaining fourteen cases the presence of adenomyoma was confirmed by the microscope; in all of these it was found in the growths removed from the rectovaginal space or from the posterior wall of the uterus or anterior wall of the rectum. In the eleven cases of tarry ovarian cyst, microscopic confirmation of adenomyoma was obtained only in two cases; but in one other case, in which an ovarian cyst with clear contents was removed, typical adenomyomata were found by the microscope in the cyst wall. There is no doubt that the microscopic investigation of these tarry cysts is very difficult. The effusion of blood, which is the characteristic property of these growths, destroys the glandular element, and it may require a very long and patient investigation of a cyst before definite microscopic evidence is obtained. The larger and older the cyst, the more complete is the destruction. But the naked-eye appearances and general characteristics are quite sufficient for diagnosis.
General Remarks.-It is generally assumed that adenomyomata belong to the very rare kinds of tumour, but the experience I have here recorded seems to show that they are much more common than is generally believed. Looking back on my operative work of many years, I am fully convinced that I have had many such cases in the past that I did not recognize even at the operation.
They were generally taken to be cases of pelvic inflammation, or ovarian cysts that had become infected. The ordinary blood cyst of the ovary is not adherent, and it is filled with fluid or clotted blood, which is of the normal colour, and has not the viscid consistence of the contents of a tarry cyst. Sometimes the contents of one loculus of a large multilocular ovarian cyst may have a dark colour, due to the effusion of blood, but these cysts have not the penetrating power of the adenomyomatous cyst. The adhesion of the rectum to the lower half of the uterus is a condition that one has often met with, but we have failed to appreciate its significance. There is little difficulty in recognizing the condition when the abdomen is opened. The existence of adherent cystic ovaries with viscid tarry-coloured contents is present in about 75 per cent. of the cases. The adhesion of the rectum to the lower part of the uterus and the obliteration of the pouch of Douglas is practically always present in rectovaginal adenomyoma, and when the adhesions are separated, if there is not a distinct mass, the hard, round, little bodies will be felt.
The recognition of the conditions before operation is not very difficult if they are borne in mind at the time. The indefinite resistance on each side of the uterus, indicating tarry ovarian cysts; the retroposition and limited mobility of the uterus, due to adhesion of the rectum; or the hard irregular mass or firm, round nodules like gunshot are all suggestive, if not conclusive, of the diagnosis. The severe dysmenorrhcea coming on before the period and lasting for the first day or longer, especially if this has been increasing during adult life, should lead us to suspect the condition.
Possibly a critic may ask, " Why operate on these cases ? Why not leave them, and see if they develop? " In the first place, most of them would be operated upon even if they were not recognized as cases of adenomyomata. The typical uterine adenomyoma is generally mistaken for a fibroid, and operation advised. When the growth exists in one or both ovaries, causing enlargement which can be felt, ovariotomy is recommended. In the diffuse forms of growth which simulate pelvic inflammation, an exploratory operation is generally carried out. One or other of these two latter conditions existed in the majority of my cases. There remains the case in which there are one or more small masses to be found in the pouch of Douglas. The symptoms in these cases are always much out of proportion to the size of the growth. The dysmenorrhaea, dyspareunia, and rectal symptoms are sufficient to induce the patient to seek relief. In two of the cases in the table (Cases II and XIV, pp. 84, 86) , curretting had been performed in the hope of obtaining some relief; but both patients had returned with the request that something more should be done.
The further question arises as to the nature of the operation which should be undertaken in the various types of case. The conclusions at which I have arrived are the following:
(1) When both ovaries contain tarry cysts and there is a mass or some nodules in the rectovaginal space, a radical operation is indicated. When both ovaries are removed there is no object in leaving the uterus, and a panhysterectomy gives the easiest access to the nodular growths between cervix and rectum.
(2) When one ovary only is diseased but there is a large mass involving rectum and uterus, the radical operation is still advisable.
(3) If one ovary only is affected and there are merely some small nodules in the pouch of Douglas, a conservative operation may be sufficient-removal of the affected ovary and dissection of the nodules after separation of the rectum. But if this course is followed, it is necessary to examine the second ovary very carefully, as the tarry cysts are sometimes small; and it is also advisable that the patient should report from time to time.
(4) The conservative method applies still more to those cases in which the only lesion found is the presence of one or two small nodules in the rectovaginal space.
Since the preceding part of this paper was written, I have been able to procure the article in full on "Perforating Hamorrhagic (chocolate) Cysts of the Ovary," which was communicated by Dr. John A. Sampson to the American Gynecological Society in 1921. I have already in my previous paper quoted an abstract of this communication, which appeared in the British Medical Journal of February, 1922, but that contained no reference to the methods of operation nor to the clinical symptoms or treatment. It is of interest to compare Dr. Sampson's conclusions with my own. The age-incidence in his cases was from 26 to 47-only two cases were under 30, and none occurred after the menopause. As regards pregnancy, of the fifteen married patients in his list, nine had never been pregnant. He concludes from this, "It would seem that this condition is likely to occur in women who are sterile." There is no mention, however, of miscarriages in the remaining six patients. Dysmenorrhcea was noted in only eleven of his twenty-three cases. This finding is in marked contrast to my own observations. Menorrhagia he found in six cases, but in three of these myomata were found. Pain was present in only fifteen of the twenty-three, and its location and severity varied. It will thus be seen that there was not the definite indication of trouble that I found in my cases. This may be due to the fact that the ovarian cysts in Dr. Sampson's cases were usually small, The majority were under 4 cm. in diameter, and the largest measured 9 cm. I regard Dr. Sampson's paper as the most important contribution that we have had to this difficult subject. He is still carrying on investigations, and has reserved judgment on some of the problems involved; but he is fully convinced that when we find adenoma in the ovary and also in the recto-vaginal space the growth in the ovary is primary.
DISCUSSION.
Dr. HERBERT SPENCER said he was much interested in Professor Donald's cases of blood-cysts of the ovary and their relationship to " adenomyoma "'of the utero-rectal space and was glad to find that Dr. Donald did not employ the erroneous term " rectovaginal septum," in which these growths did not usually occur. He also agreed with the author in objecting to the term " endometrioma " as applied to the growth in the ovary. The presence of glands in the ovary was not rare; but it would require better sections than those exhibited to persuade him that the stroma was identical with the cytogenous tissue of the uterine endometrium. The presence of a stroma resembling that of the uterine endometrium was observed in some cases and this condition had been known for many years-having been described by Pick, in 1905 , as adenoma endometrioides. In many of the cases, however, the blood cysts showed no such stroma and some of them were undoubtedly corpus luteum hsematomata of which an example had been shown that evening and he had removed one thirty-two years ago. He had removed an adenomyoma of the recto-uterine space from a virgin suffering from severe dysmenorrhaea, by total hysterectomy, opening the anterior fornix and amputating the body, to clear the field, before removing the cervix and the growth attached to the rectum. He did not think subtotal hysterectomy was a suitable operation for these cases. In this instance there were no macroscopic cysts in the ovaries, which were not removed, and the patient had remained well nine years later. In another case the uterus and ovaries were removed by vaginal hysterectomy for cystic ovaries and adenomyoma of the whole of the posterior surface of the uterus. In this case it seemed that the ruptured cysts had given rise to the adenomyoma. In order to exclude the uterine endometrium as a source he had made a coronal section through the middle of the posterior wall: this did not contain any glands and showed that the growth came from the peritoneal surface.
While blood-cysts of the ovary usually needed removal he thought the importance of adenomyoma of the recto-uterine space was being exaggerated. The condition was much commoner than it was formerly thought to be: no doubt the " posterior parametritis" of old writers was often of this nature. One diagnostic point (the presence of nipple-like projections in the posterior fornix) had not been alluded to by the author. He (Dr. Spencer) had watched one of these cases for years without any change occurring in the local condition, which gave rise to no serious symptoms. In view of the difficult and dangerous operation for the removal of adenomyoma of the recto-uterine space he thought few of these cases-except those attended by severe dysmenorrheea or other serious local condition-should be subjected to extirpation, which, when attempted, was often incomplete and involved considerable risk of injury to the rectum Dr. RUSSELL ANDREWS remarked on the extreme interest of Dr. Donald's communication and gave a short account of a case in which radium had been used with a good effect in the treatment of adenomyoma affecting the uterosacral ligaments and the bases of the broad ligaments. Three years earlier a very adherent left-sided ovarian blood-cyst had been removed in South America and an attempt had been made to remove a hard nodular growth in the rectovaginal space. Three nodules were removed but some indurated tissue was left. When he (Dr. Andrews) saw the patient he considered that it was useless to attempt to remove the nodular growth, and Dr.
Fairbairn agreed with him, The patient was suffering very severe pain. After treatment by radium the nodules became slightly diminished in size, the pain disappeared and the general condition improved greatly. Six months later there was no pain or discomfort but there was still a great deal of induration surrounding the rectum.
Dr. HERBERT WILLIAMSON said that the Society was indebted to Dr. Donald for focussing attention upon the clinical aspect of these important cases. The speaker desired to direct attention to two statements of opinion commonly held which he believed to be erroneous: (1) With regard to the question of leaving a small portion of the growth adherent to the uterine wall; (2) with regard to the value of irradiation in treatment. For example, in Dr. Lockyer's classical monograph the following passage occurred (p. 371). " The portion adherent to the bowel wall should where possible be removed by blunt dissection.
Where this is not feasible owing to deejp infiltration of the bowel-wall it seems unnecessary to sacrifice the bowel by excision since small areas of 'growth' have been known to disappear. It seems that infiltrated bowel-wall may safely be left if the bulk of the adenomyomatous material be removed."
And again on p. 444:-"All forms of radio-therapy ...... for adenomyoma are disappointing; only in one case ...... have I heard of radium doing good. It is my belief that suich treatment is liable to excite the inflammatory process which is the pathological basis of the disease."
He would quote two cases bearing upon these points:-(1) That of a lady, aged 37, first seen by him in October, 1920. She had been seen by Dr. Herbert Spencer, in 1914, who told her she had " a small growth low down on the side of the womb." Shortly after this she returned to India and in 1917 consulted Major Bott on account of pelvic pain. He found a nodule the size of a large walnut to the posterior and right side of the cervix extending into the base of the right broad ligament and adherent to the anterior aspect of the rectum. Two years later, in 1919, she consulted him again because the pain had become more severe. Finding the tumour had grown considerably he performed a complete hysterectomy. Major Bott wrote:
"The fibroid was so closely adherent to the anterior wall of the rectum that I had to leave a small portion of it behind. As she has experienced some return of her old pain, and as she is leaving for England, I have told her to come and see you." He (Dr. WVilliamson) saw her in October, 1920. She complained of severe rectal tenesmus and of increasing difficulty in evacuating the bowel. On examination he found a hard, tender mass, the size of a pigeon's egg, in the situation of the rectovaginal space, fixed to both vaginal and rectal walls. The growth had involved both utero-sacral folds. Excision of a small portion showed the presence of dilated glandular spaces in a cytogenous stroma. Dr. Cuthbert Lockyer saw the patient at this time and advised colotomy and then an attempt at complete excision. He (Dr. Williamson) decided, however, in the first place, to try the effect of radium, and he obtained from the Radium Institute emanation equivalent to 100 mg. of radium metal contained in a silver tube of 1 mm. thickness. On December 3, 1920, the tube was buried in the growth and left in 8tUtu for thirty-six hours. On January 18, 1921, the growth was found to have shrunk to about half its original size and a second tube of emanation equivalent to 95 mg. of radium metal was inserted for twenty-four hours. Six weeks later on examination he could feel no growth at all, but only a little thickening in the situation it had occupied. She had lost the pain and there was no difficulty in the action of the bowels. Since then she had been quite well. I " Fibroid and Allied Tumours (Myoma and Adenomyoma)," 1918.
The second case was that of an unmarried woman, aged 32. Her periods were normal until March, 1922. On the last day of this period she felt severe aching, dragging pain in the right leg which lasted a week and gradually became easier. The pain recurred with each successive period from March to September and became more severe, always setting in on the last day of the period and persisting for seven or eight days. She was obliged to give up work for that time and had difficulty in walking. When examined on September 13, an irregular swelling was felt in the posterior fornix, situated partly in the vaginal wall and partly in the cervix itself. It was a hard nodular swelling about the circumference. of a half-crown and it bled freely on touch. The vaginal mucous membrane was adherent to it. Bimanual examination showed that the growth was firmly attached to the uterus and hard fixed indurations were felt in both broad ligaments and the uterosacral folds. The nodule projected into the bowel and the rectal mucosa was fixed to it but not ulcerated. Sections of a portion removed showed a stroma consisting mainly of fibrous tissue containing glands like those of uterine mucosa and cystic spaces lined with epithelium. It was decided to try the effect of hard X-rays and accordingly on September 10 a dose of 8H was applied over the hypogastrium, and on September 11, a similar dose over the sacral region. After this the periods ceased and the pain was lost. On January 5, 6, 8, and 9, 1923, doses of 11H were applied over seven areas of the lower abdomen and back. When examined on April 27, no trace of growth could be felt, but a puckered scar on the vaginal wall marked the spot where it was previously situated. The uterus was freely mobile. Per rectum no nodule was felt but a thickening over which the rectal mucosa moved freely. There was very little induration in the pelvic cellular tissue, no more than could be accounted for by the presence of scar tissue. Apart from troublesome flushings due to the premature menopause the patient was quite well in all respects.
These two cases suggested that possibly in many cases radical operations were not necessary and that treatment by irradiation ought to be given a more extensive trial.
Mr. W. W. KING said that. adenomyomata were relatively common in Sheffield.
He had had eighty-four cases under his care during the past ten years. Glandular tissue of endometrial type was found in the ovaries in nineteen of the seventy-two extra-uterine cases, but they had not been looked for before the publication of Sampson's first paper. Sterility was very common, but complaint of severe dysmenorrhcea had only been made by about one quarter of the patiients. The commonest complaint made was that of abdominal pain, and he had been struck with the frequency with which it was associated with nausea and vomiting. He asked if this association had been noted by others. There was little doubt that radium could cure adenomyoma, but the practical difficulty lay in the differential diagnosis between ovarian growths of this nature and chronic inflammation of the adnexa.
Graves' Disease and Thyroid Instability in the Cow, and its
Relation to Ovarian Disease. By L. P. PUGH, B.Sc.Lond., F.R.C.V.S. INTRODUCTION . OBSERVATIONS extending over some years have at length led the writer to the assumption that the so-called "nymphomania" of cows is merely one phase of a process which is in its entirety analogous to the hyperthyroidism-myxcedema syndrome in the human species. But to establish this thesis is a matter of no small difficulty. The symptom most readily
